Cardiac resynchronization therapy (CRT) is well established for individuals optimized for heart failure (HF) with New York Heart Association (NYHA) functional class II, III and IV ambulatory, left ventricular ejection fraction (LVEF) ≤ 35% and prolonged duration of QRS, with several studies demonstrating the benefits of CRT in morbimortality. There is, however, still a gap between patients who should receive CRT associated with cardioverter defibrillator (ICD) for primary prevention, with most receiving more CRTD than CRTP. While elderly patients were underrepresented in studies that validated this therapy, recent literature suggests that these patients achieve similar benefits of CRT when compared to young patients in morbimortality. The study in question was performed comparing CRTD to CRTP in elderly patients since the arrhythmic mortality in this age group is overcome by non-arrhythmic death. This is a study realized in Sao Bonifacio Hospital, Winnipeg, Canada, between 2007 and 2017. All patients over 75 years old were included (new implants or exchanges). Of 170 patients, the majority (112) made a new implant, with 58 patients submitted to the exchange of the device;
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kidney disease (HR 3.55, p <0.001 ) and secondary prevention (HR 3.05, 95% CI 1.36-6.84, p = 0.007) remained as independent predictors. In the ICD therapies, appropriate therapy was not a predictor of mortality (HR 0.99, 95% CI 0.40-2.42, p = 0.973). The authors conclude that there is no significant difference in mortality between patients with CRTD and CRTP and more than 75 years of HF and optimized medical therapy submitted to primary prevention and that in patients with CRTD, secondary prevention conferred a higher risk of hospitalization , individuals with chronic kidney disease have a higher risk of mortality in both CRTD and CRTP, and it is possible to evaluate CRTP in this population with significant comorbidities. to those without AVB, patients with transient AVB had a higher incidence of post-dilatation of the balloon, while those with permanent AVB had a higher incidence of percutaneous coronary intervention (PCI), RBB and Q waves on baseline electrocardiogram (EKG). Regarding calcification, the cusp with the highest amount of calcium was the non-coronary (CNC), above and below the basal plane. Univariate and multivariate analyses identified independent predictors associated with a transient and permanent high degree of AVB; RBB on baseline EKG, calcium volume below the CNC in the left ventricular outflow tract, prior PCI and excess size (overestimated) were more associated with permanent AVB. On the other side, calcium volume below the right coronary cusp and dilation of the balloon after implantation were associated with transient AVB. The mean follow-up was 21.2 ± 18 months; Transient AVB showed a trend towards lower survival in the first year after valve implantation, but without statistical significance. It was possible to interrogate the pacemakers after 12 months in 14 of the 26 patients; Of these, seven (50%) had ventricular pacing percentage > 95%, while the Gender differences in frequency and rhythm control for atrial fibrillation * Atrial fibrillation (AF) is the most common sustained arrhythmia and is associated with a substantial increase in morbimortality. Several studies have shown differences in several aspects related to gender, including age at diagnosis, clinical manifestations, management, and prognosis; these differences may dictate approaches in patients and translate different outcomes as a tendency to treat women more conservatively and less aggressively than men.
The article, therefore, reviews gender-related disparities in patients with AF, discusses therapeutic options, and specifically refers to differences in access to treatment, success rates, and potential treatment-related complications.
FA is rare in pre-menopausal women, suggesting a protective effect of female hormones, and the BiomarCaRE study showed occurrence 10 years later when compared to men. The risk of mortality is > 3.5 times in both genders, but recent studies have shown that AF is an important risk factor for cardiovascular disease and death in women.
In the Women's Health Initiative (WHI) Observational Study, a prospective observational study of 93.676 postmenopausal women (mean age 63 years) followed by 11.5 years, elevated levels of physical activity were associated with lower rates of AF and modified the association between obesity and AF. Regarding the clinical presentation, gender-related differences were compared in the Euro Observational Research Program on Atrial Fibrillation (EORP-AF) in 3.119 patients; women were more symptomatic and had more palpitations (80 versus 69%, respectively, p < 0.0001), as well as more symptomatic episodes of AF. In treatment, although its present more symptoms, women receive fewer interventions for rhythm control, with fewer referrals for catheter ablation, but receive, in contrast, more antiarrhythmic medications. It is therefore subject to more drug complications and is referred for ablation with older age and longer arrhythmia, which increases the arrhythmogenic substrate. Takigawa et al. reported that sinus rhythm was similarly maintained between men and women in the first intervention (56.4 versus 59.3% in men up to five years of age, p = 0.24), but was significantly lower in women after the last catheter ablation (76.5 versus 81.3% in men up to 5 years, p = 0.007) and women had more triggers outside the pulmonary veins (p <0.05) versus men. As women have less participation in clinical studies on AF, future studies will be important to improve expected outcomes in this population, especially for catheter ablation. The authors conclude that low adherence, emotional stress, hormonal changes, and sleep quality may interfere with AF symptoms, but gender-specific differences have not yet been studied.
